
The principal barriers
preventing health care
professionals from promoting
physical activity include an
incomplete understanding of
the evidence linking physical
activity and health, difficulty
in translating research
findings into a feasible and
efficacious clinical
intervention, resistance to
adopting a preventive
orientation, and concerns
about the risks of physical
activity. Low level activities
likely provide benefit with
little risk.

Parmi les principales barrieres
qu'opposent les
professionnels de la sante a
promouvoir l'activite
physique, notons un manque
de comprehension des
donnees qui etablissent un
lien entre l'activite physique
et la sante, la difficulte de
traduire les donnees de
recherche en intervention
clinique realisable et efficace,
la resistance a orienter les
soins de sante vers la
prevention et les craintes
entourant les risques
inherents a l'effort physique.
Les activites de faible
intensite sont susceptibles
d'etre benefiques et
comportent un risque minime.
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whether health care profes-
sionals (HCPs) prescribe ex-
ercise to patients in primary
care. Although our focus is

on the family physician, many of the factors
are common to all HCPs (eg, educational,
attitudinal, financial reimbursement), and
the methods for overcoming barriers share
similarities across disciplines.

The family physician, as the situation
now exists, is more likely to be on the front
line of patient care and has access to a far
greater proportion of the population than
other HCPs. Although discussions about
the potential benefits of exercise are appro-
priate for some circumstances in secondary
and tertiary care, we believe that such dis-
cussions have the greatest potential impact
in primary care.

Increases in the number of health service
organizations, where allied health profes-
sionals play an important and complementa-
ry role, could shift both the opportunity and
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the responsibility for promoting physical ac-
tivity away from physicians. In fact, this sort
of change in the delivery of health care rep-
resents one of the most important policy de-
velopments that could affect the provision of
health promotion and disease prevention
services. It could well be that the family phy-
sician might act most effectively by providing
the initial impetus for an increase in activity
while guiding patients to other HCPs or to
community resources for long-term planning
and follow up.

In discussing barriers to physician in-
volvement in exercise prescription, we are
implicitly advocating involvement. Howev-
er, one of the challenges is to explore the
most effective role for HCPs within a more
comprehensive organizational scheme. Al-
though HCPs might be able to induce some
change while acting as an independent
group, the synergy created by integration
at a community level will achieve more
cost-effective results.'

Determining whether exercise provides
any health benefit is crucial for the family
physician to issue an exercise prescription.
The question of how much is necessary is
often a barrier to prescribing increased ac-
tivity. Although engaging in exercise to
achieve a high degree of cardiovascular fit-
ness can reduce the risk of cardiovascular
disease, increased activity through walking
and stair climbing can also have important
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beneficial effects in otherwise sedentary in-
dividuals. This has been argued extensive-
ly elsewhere." WVe will assume that even
increases in less intense physical activities
can produce some beneficial effects, at least
in perception ofwell-being for sedentary in-
dividuals. In fact, it has been suggested that
the greatest gain in benefit per unit change
in activity occurs at the low end ofthe activ-
ity spectrum.t'

What determines involvement?
Lawrence Green and M.P. Eriksen, at a re-
cent International Symposium on Preven-
tive Services in Primary Care, presented a
framework for examining factors that facili-
tate and discourage professional in-
volvement in preventive practices.8 This
framework is built on 20 years of research-
ing the "Health Belief Model" as a predic-
tor of health behavior" and provides a
convenient classification of factors de-
scribed as predisposing, enabling, and rein-
forcing. Predisposing factors are largely
beliefs and attitudes and represent those
ways of thinking that the HCP brings to a
situation: for example, the belief that only
heavy exercise has any health benefits. En-
abling factors are those that make it easy
and feasible to carry out certain actions.
For example, if a physician has a wealth of
personal experience in physical activity,
talking to patients about exercise is quite
easy. Reinforcing factors provide encour-
agement to continue the practice. Finding
that patients appreciate the advice and re-
spond positively is likely to encourage phy-
sicians to raise the issue with more patients.

Some of the most extensive work to date
in understanding the physician's role in
helping patients with changes in health be-
havior has focused on smoking cessation.I"'
Based on this research, Ockene" lists barri-
ers to physician involvement in cessation
counseling that can be applied to exercise
prescription.

Mlann and Putnamt2 conducted a more
general survey of determinants of preven-
tive practices in Nova Scotia and have
grouped their findings according to the
classification ofGreen and Eriksen.8 Predis-
posing factors identified as important are
attitudes regarding the potential effective-
ness of preventive interventions, as well as
perceptions about patient compliance. Key

enabling factors appear to be the skills for
intervening effectively, as well as practice
patterns and environments that provide a
system and time for preventive counseling.
Reinforcing factors include reimbursement
and patient response to the physicians' ad-
vice. XVe will examine a number of these
factors in terms of exercise advice and will
recommend methods for overcoming the
barriers.

Predisposing factors
Evidencefor the benefits ofexercise.
The first issue concerns the strength of evi-
dence linking exercise and health. Al-
though physical activity is known to reduce
cardiac morbidity and mortality,'-" there
is still considerable confusion about how
vigorous the activity must be and about
how activity benefits various subgroups of
patients.

One survey22 reported that 47% ofMas-
sachusetts primary care physicians said
they routinely asked about physical exer-
cise, but only 27% believed that it was very
important. In comparison with other risk
factors, such as smoking, high blood pres-
sure, and high levels of dietary fats, physi-
cians are justified in identifying exercise as
a "less important" factor. However, in ap-
proaching lifestyle issues, because of the re-
lationships between the issues, it can be
more sensible to take an integrated per-
spective addressing lifestyle in general, with
particular emphasis on areas where the pa-
tient needs to adopt more healthful habits.
Quite often individual patients will have
more than one risk factor, and patients
should be encouraged to decide how they
can best reduce their risk. For instance,
data from our smoking cessation projects
suggest that concern about weight gain
constitutes a major barrier for patients in
quitting smoking. Thus, a successful cessa-
tion program could require increases in lev-
el of physical activity, which can produce
benefits on two fronts.

Perceived impact. Even if one is willing
to accept the link between increased physi-
cal activity and positive health outcomes,
there still remains the question of whether
HCPs can have a positive impact on this
problem in a cost-effective way. A survey
of 1040 primary care physicians revealed
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that, while most physicians believed they
should attempt to modify risk factors, very
few believed they were successful.2'

There has been little work done to assess
the effect of physician advice on increasing
exercise and activity levels in primary care.
We know, however, that in one other area
of lifestyle change (smoking), physicians can
have a small but statistically significant im-
pact.24 The impact of smoking on health is
better documented than that of exercise,
and there is increasing consensus that phy-
sician interventions can be cost-effective.'
Physician-initiated exercise intervention is
at a much earlier stage of development. XVe
need to determine whether the effect of life-
style intervention can be increased if physi-
cians are better trained and more confident
in their ability to counsel patients.

Enabling factors
Training and education. Most physi-
cian training uses the disease model with
very little emphasis on preventive medicine
or health maintenance. 2b However, even
for those who are eager to be involved in
this sort of practice regularly, there are oth-
er sorts of barriers. Health care profession-
als need to develop skills for helping
patients 1) identify what activities might be
most effective for them in the short term
and long term and 2) develop a plan that
will facilitate adherence. The HCP should
also be aware of community resources that
are available to meet the patients' needs.

Practice environment. Structural fac-
tors in the practice can also facilitate or in-
hibit preventive practices. An office system
for screening patients and keeping track of
their status has been helpful in the smoking
cessation work.2' 2') An added dimension in
screening for exercise prescription is the
perceived need to do more extensive testing
on patients who might put themselves at
risk by participating in more strenuous ex-
ercise programs (eg, sedentary individuals
older than 45).

Knowledge ofrisks. One of the greatest
deterrents in prescribing exercise to seden-
tary individuals can be the fear of precipi-
tating a cardiac event. The publicity that
surrounds sudden death during exercise
has made this a concern for HCPs. The

risks are, in fact, very low. Although risk of
a cardiac event is heightened during physi-
cal activity, regular physical activity con-
tributes to an overall lowering of the
incidence of cardiac events. The risk is
greatest in men who are 45 and older, par-
ticularly in those who have other cardiovas-
cular risk factors.

One solution to the risk problem would
be to screen every patient with an exercise
test. However, if the incidence of a disease
is low in a population, as would be the case
for cardiac disease in an asymptomatic pop-
ulation, the ratio of false positive to true posi-
tive results is likely to be high. Thus, for
every person in whom risk would be identi-
fied, several others would be burdened with
unnecessary anxiety. Furthermore, even
those appropriately identified would be bur-
dened with the label of being diseased and
the disruptions that accompany this label.

While the medicolegal concems arc valid,
we agree with the American College of Sports
Medicine and do not advocate mass screening
as the initial step in recommending increased
exercise in sedentary individuals. 3' It is very
unlikely that a program ofwalking will precip-
itate a cardiac event. Furthermore, on a socie-
tal level, the health benefits engendered by
regular physical activity likely far outweigh the
accompanying risks.

Exercise testing is appropriate in some
individuals. A number of important vari-
ables must be taken into account. Realisti-
cally, the rate of compliance with a
suggestion to increase physical activity will
be low, and maintenance could be lower.
It is logical, when suggesting an activity
program to any inactive patient, to recom-
mend beginning with a low intensity pro-
gram. If a patient who falls into a high-risk
category first complies and adheres to the
recommendation and then wishes to in-
crease the intensity of physical exercise, it
is appropriate to recommend returning for
an additional consultation.

W'Ve acknowledge that there is some risk
involved when a previously sedentary indi-
vidual becomes active. Nevertheless, the
risks of low intensity exercise do not justify
mass screening for cardiac disease. Patients
in high-risk categories who adhere to a low
intensity program and wish to increase the
intensity should be advised to have an exer-
cise test as a precaution.
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Community resources. Accessibility to
high quality community programs and facili-
ties are important enabling factors. To in-
crease the activity level of community
members significandy, we need organizations
in place to assess barriers and address needs.
These could include educational campaigns
conducted through various avenues, such as
the mass media, schools, adult education
classes, the workplace, and physician offices.
In the absence of workplace programs, it
might be desirable to ensure easy access to ex-
ercise programs close to industrial areas. This
could help to overcome convenience and
scheduling problems if such barriers really in-
hibit levels of participation in exercise.

Programs designed to involve spouses
and families and involving social aspects
might also contribute to participation rates.
In addition, leadership programs to devel-
op individuals with a firm knowledge base,
good organizational skills, and the capabili-
ty of instilling enthusiasm in others would
improve adherence to exercise programs.

All HCPs have a role within this sort of
societal organizational structure. For in-
stance, dietitians and physiotherapists might
be able to have considerable impact on their
patients because a large proportion of their
patients could have health reasons in addi-
tion to other motivating forces for exercise.
Physicians could make more referrals, par-
ticularly for patients who would be most like-
ly to benefit from increased activity levels, to
allied health professionals.

Reinforcing factors
Patient compliance. The universal fit-
ness movement provides a cultural context
that supports physicians' advice for patients
to become more physically active. In fact,
surveys indicate substantial increases in the
number of people who participate in regu-
lar physical activity."' A Canadian survey
reported approximately 50% to 60% of
adults feel that they would like to be more
active."1 However, most people who begin
to exercise do not continue, and several fac-
tors have been identified that predict ad-
herence to regular physical activity.
Familiarity with these key factors should
help physicians provide useful advice to
their patients.

Central to adherence are the reasons
that people begin to exercise, compared

with those given for continuing to exercise.
MIost people begin to exercise for reasonis
related to their health. Whether people
continue to exercise is more related to in-
trinsic reinforcement, such as how much
they enjoy what they are doing and social
factors related to their activity.3'

Enabling factors are critical to continu-
ing regular physical activity. The most of-
ten reported issue is time availability.
WN'hether this is a perceived or real prob-
1em, organizing time for activity is a very
important step to success. Ease of access to
facilities is also related to long-term adher-
ence and should be considered in the plan-
ning process.3" One of the reasons that
walking has become a popular choice is
that it avoids the practical problem of ac-
cess to facilities. XValking also is a relatively
safe choice and appropriate, given that in-
jury is often the reason given for dropping
out of exercise programs."-'

Reimbursement. The provision ofthe type
ofcare we are advocating is somewhat limited
by the current health insurance scheme, as
well as by the usual pattern of practice. If we
truly believe that these are valuable services,
then there must be some financial commit-
ment to support them and incentives for
HCPs. Furthermore, these services might be
provided more cost effectively within the con-
text of a health service organization or com-
prehensive health organization.

Suggestions for change
The first challenge is to change attitudes of
physicians toward health promotion. Al-
though the dominant orientation in medi-
cal schools has been the traditional disease
model, there has been pressure in recent
years with the release of the new federal
framework and the reports of the Ministry
ofHealth in Ontario'-7" to increase promo-
tion of healthy lifestyles. WVith such an
orientation, HCPs function as part of a
larger social network affecting societal atti-
tudes and behaviors.

Health carc professionals often lack the
confidence or feel unprepared to deliver in-
terventions for behavior change.'2 WVe must
work both nationally and locally to address
predisposing, enabling, and reinforcing fac-
tors to reduce barriers to HCP involvement
in changing patients' exercise patterns sys-
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tematically. National issues include a change
in the wider culture to support a more active
lifestyle, perceptions that medical education
should include more preventive medicine
and health promotion, and a growing accep-
tance of community-based health goals. Lo-
cal issues include systematic interventions
and reasonable expectations.

National issues. A cultural shift that is
now appearing supports a more active life-
style. Social learning theory suggests that
this cultural context supporting exercise
will influence the predisposing attitudes of
HCPs and will enhance, patients' ability to
begin and stay with a change in physical
activity.)8

XVe are also seeing shifts in what medical
education should include, and many are
voicing the need for change in our health
care delivery system to include more pre-
ventive medicine and health promotion.","'
It is important that medical education at
the undergraduate and postgraduate levels
be modified both to foster a preventive atti-
tude and to impart the necessary skills and
knowledge for effective health promotion.
Education would also address methods for
incorporating such practices on a regular
and time-efficicnt basis.

Another change at the national level is
a community development model for pro-
moting healthy living. There is growing ac-
ceptance of the necessity for many sectors
of communities to work together to reach
health goals.' " A more physically active
population is an appropriate goal for this
type of community organization because
the social aspects and the need for facilities
in physical activity are important to many
people. This model allowN,s HCPs to apply
their specific knowledge and skills within a
larger scheme and therefore poteintially to
maximize their effectiveness.

Local issues. At the local level, we need
to make preventive interventions more sys-
tematic to enable the individual HCP to
function efficiently with limited time. Nor-
mal practice should include reminder sys-
tems for screening and monitoring patient
behavior, such as the level ofphysical activ-
ity. As computers become more commonly
used to document patient status, it will be
easier to generate automatic reminders for

the HCP. Manual systems, however, can
also be simple and efficient.

In addition, it is important to have rea-
sonable expectations of success. For many
problems, physicians routinely see a rapid
response to treatment, eg, drug therapy. In
general, people change siowiy and will niot
necessarily show measurable physiologic ef-
fects. Physicians therefore need to lcarn to
look for different measures of successful in-
tervention: eg, patients wAho begin to exercise
usually report enhanced quality of life.

Health care professionals need to know
what is appropriate to prescribe, as wvell as
wvhat community resources are axvailable
(both in terms of educational services and
appropriate facilities). These rcsources in-
clude printed materials that are often av-ail-
able from community organizations free of
charge.

Even for a motivated, knowledgeable,
well-organized HCP, the issues of time and
compensation arc important barriers to in-
corporating prescriptioni of exercise on a
routine basis. If the HCP is working in iso-
lation without other community supports,
then it is unlikely that much can be
achieved without considerable time and ef-
fort. EvSen if the HCP can afford the time,
society must be willing to make adequate
recompense. Two to three minutes of a
physician's time devoted to the issue of ex-
ercise during a regular checkup is feasible
and affordable but will likely require addi-
tional resources to affect paticnt exercise
habits.

What physicians can do
We believe that health professionals, and
particularly primary carc physicians, can
play an important role in promoting higher
levels of physical activity within the com-
munity. There is work to be done both na-
tionally and locally. First, HCPs need to
know about the data linking exercise and
health outcomes; then they need to clarify
their responsibility to advise patients on ex-
ercise; and they must understand the effect
on activity levels that they are likely to have.

Once these prerequisites are estab-
lished, we can reduce barriers that interfere
with intervention in the health care setting.
Finally we must continue to investigate how
best to support behavior change in the pop-
ulation. Individual practitioners can sum-
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marize recommendations in the context of
wv,hat we refer to as the three As - ask, ad-
vise, aind assist.

Asking. As part of monitoring patients'
health behavior, physicians can note exer-
cise practices and, as often as possible,
make a general statement in support of reg-
ular physical activity. The HCP should ask
whether the patient is sedentary and
whether the patient is interested in becom-
ing more active. For those sedentary pa-
tients who are interested, the HCP should
ask about past favorite physical activities
and determine patient barriers that have
prevented activity.

Advising. The motivation used to encour-
age patients should not necessarily be the
link between lack of exercise and cardiac
disease. Increased levels of activity are as
likely to be motivated by such things as
weight control, enjoyment, reduction of
stress, increased feelings of energy and
self-esteem, and the social interaction of
certain activities. This information will help
patients formulate an acceptable program
with attainable goals tailored to their needs,
characteristics, and personal constraints.

It is important that specific activities
with somewhat flexible goals be targeted,
rather than simply encouraging the patient
to exercise more often to increase fitness.
The nature of the advice will vary with the
patient's current activity status. In some
cases, it is necessary only to advise an in-
crease in frequency or duration of an activ-
ity in which the patient is already involved;
for others, it may mean gradually resuming
a past activity or initiating a new one.

Assisting. The HCP can further assist the
patient by offering tips for initiating and
maintaining a program. Patients who have
been sedentary should begin with moderate
activity, such as brisk walking, to prevent
injury and discomfort and to encourage ad-
herence. Adherence is a serious problem in
exercise programs. The drop-out rates tend
to be between 40% and 50% for 6 to 1 2
months, both in coronary patients and in
healthy adults. Although some physical ac-
tivities can be performed solo, there is evi-
dence that social involvement is important
for encouraging adherence.333 4 Encourag-

ing the patient to involve a spousc or friend
in the activity can be helpful. Knowledge
of and referral to community resources are
also a valuable part of an exercise prescrip-
tion. Numerous educational pamphlets
about starting exercise programs are avail-
able free of charge from governmental and
health agencies to HCAPs for dispensing to
thlelr patients.

Thus, we see HCPs as playing the role
of catalyst, in the sense that they can pro-
vide the face-to-face encounter that can fa-
cilitate other approaches to assist people to
become more active. The approach we are
recommending bypasses many of the barri-
ers that currently exist, including time and
reimbursement constraints, and limits the
need for extensive training. There must, at
the same time, be community-xwide struc-
tures that support the nceds of patients
when they are ready to adopt a more active
lifestyle. U
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